
VINTON-SHELLSBURG COMMUNITY SCHOOL DISTRICT 
 

 

PHYSICAL EXAMINATION for 4-5 year olds (To be completed by a physician) 

 

Child’s Full Name:_____________________________________________Birthdate________________ 

Parent’s Names:______________________________________________________________________ 

 

Age:________ Height______________ Weight_____________ BMI________________ 

Head and Scalp_______________________________________________________________________ 

Eyes:________________ Vision R_____ L_____ Both_________ Vision Referral_________________ 

Nose:_________________ Sinus Concerns_________________________________________________  

Ears:____________ R TM_______ L TM________ Hearing Test: R_____ L______ Referral_________ 

Mouth: Gingiva_____________Palate_____________ Oropharynx______________________________ 

Dental Screening required if not completed by dentist_______________________________ 

Dental Referral_________________________________________________________________ 

Neck:_____________________________ Lymph Nodes:_____________________________________ 

Chest:_____________________________Heart:____________________________________________ 

Apical Pulse:_____________________ Blood Pressure___________________ 

Lungs:__________________________ Respirations:_____________________ 

Abdomen:___________________________________________________________________________ 

Genitalia:____________________________ Urinary Concerns:________________________________ 

Urinalysis:___________________________ 

Rectum/Anus:_____________________ Bowel Concerns:_____________________________________ 

Spine/Back_______________________________ Extremities:_________________________________ 

Neuromuscular:______________________________________ Gait:____________________________ 

Developmental:_________________________________________________Referral:_______________ 

 Blood Lead test required if not previously tested___________________________________ 

Hemoglobin/Hematocrit__________________________ Tuberculin Screening___________________ 

History of surgery and injuries:__________________________________________________________ 

___________________________________________________________________________________ 

Immunization Administered and Form Completed__________________________________________ 

Summary of findings and recommendations:________________________________________________ 

Treatment or Medications:______________________________________________________________ 

I have examined ____________________________________ , he/she is physically and emotionally able to 

participate in your program. 

 

Signature of Physician________________________________________ Date:___________ 


